Mantle: A free and multilingual software for one health biosurveillance & research  by Huff, A.G. & Allen, T.
298 17th International Congress on Infectious Diseases / International Journal of Infectious Diseases 45S (2016) 1–477
are the provinces with the highest reported cases of AWD. The
most affected age group was children under ﬁve who were 7-9
times more likely to have AWD than the rest of the population
(P<0.001); in under-ﬁves, males are more likely to be brought to
healthcare facilities for AWD than females (P<0.001). Finally, in
children under-ﬁve, we detected rotavirus in 48% of the stool spec-
imen tested at the sentinel sites.
Conclusion: The increased AWD incidence may reﬂect a true
increase in the burden of AWD in the country or an improvement in
the sensitivity of the systemgiven LAOEWARNwasonly introduced
in 2008. We recommend integrating hygiene and sanitation health
education into nursery school and primary school and exploring
risk factors for AWD during dry seasons in order to plan control
and prevention strategies.
http://dx.doi.org/10.1016/j.ijid.2016.02.655
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Background: The One Health approach suggests that humans,
animals, and the environment are closely tied together. Human
interaction with wildlife and the environment contributes to
increased risk for human, plant, and animal infectious disease out-
breaks. Despite the movement towards One Health, the software
currently available to manage, analyze, and communicate the vast
amount of One Health data is grossly inadequate. One Health data
are continually growing in size and complexity, and new technolo-
gies must be developed to address the magnitude of the problem.
Open access and open source software are needed to address these
complex One Health problems, and to improve data accessibility,
interoperability, and information communication.
Methods & Materials: Mantle will handle tabular data, and
other widely used spatial data formats. It will visualize and explore
data in useful ways, and allow data to be downloaded as the origi-
nally uploaded ﬁle or in a customizable format for use in analytical
software. Mantle will store metadata—information about a dataset
and its contents—usingdevelopment standards for linkeddata (e.g.,
JSON-LD and WCSV, part of the overarching Resource Descrip-
tion Framework). Tapping into the emerging semanticweb enables
richer interactions with datasets, streamlining many common data
tasks.
Results: Policymakers and decision makers will be able to
view real-time visualizations of Mantle data feeds in dashboards.
Researcherswill be able to upload datasets representing the output
of models built in other analytical software, which can be shared
with policymakers, who can also view and interact with the output
of custom-built modeling modules to view timely and meaningful
summaries of public health data feeds. Potential use cases for the
general public include browsing day-to-day textual and syndromic
surveillance information, viewing the predictions of a one-time
study, and monitoring the latest calculated epidemic curve in an
outbreak or ongoing epidemic.
Conclusion: Mantle will facilitate crosscutting collaborations
between disciplines and institutions. Users will be able to cre-
ate, manage, and join organizations and groups. Groups of users
will access and collaborate on collections of datasets, grouped
manually or by speciﬁed properties. For instance, users interested
in Ranavirus can view and contribute to the Global Ranavirus
Reporting System, a collaborative effort by scientists worldwide to
aggregate observed cases of Ranavirus across species and locations
(a Mantle prototype).
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Background: Ebola Virus Disease (EVD) remains a major pub-
lic health challenge in West Africa with Sierra Leone recording
more than 50% of all conﬁrmed cases. Enhanced surveillance
was commenced in December, 2014. We therefore, evaluated the
surveillance system to determine the systems attributes and gaps
requiring strengthening.
Methods & Materials: Surveillance data for Tonkolili District
EVD was reviewed and descriptive analysis was performed using
Microsoft Excel. Key informant interviewswith the program stake-
holders were done. CDC updated guidelines for evaluating public
health surveillance was used. Attributes determined include Sim-
plicity, sensitivity, Positive Predictive value.
Results: The system provided information and data on disease
trends and outbreak report/rumours. Case deﬁnitions were well
understood by participants, with willingness to continue by all
stakeholders. Standardized data collection tools were in place and
data communication was clear with feedback to surveillance units
at all levels. The EVD surveillance was not operated within the
Integrated Disease Surveillance and Response framework (IDSR).
Information technology are updated frequently on suspected cases
sent to the laboratory. Data completeness was about 91%, consis-
tency exist but data quality was poor (incompletely ﬁlled data and
missing data exist). Timeliness of sample getting to the laboratory
either same or the following day occurred in 174(84.9%). Sensitiv-
ity of the surveillance system was 88.5%. Predictive value positive
was 25.8%. The stability was questionable since the government of
Sierra Leone were not fully in charge of the system.
Conclusion: The system could not fullymet its objectives. There
is a need to channel efforts towards integrating EVD surveillance
into the IDSR, improve on data completeness and timeliness. The
District Health Management Team needs to take ownership of the
surveillance system for sustainability.
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